based on the previously seen cystic duct stone. Histopathologic examination of the resected gallbladder revealed chronic active cholecystitis and cholelithiasis. Seven weeks later, repeated ERCP demonstrated a persistent filling defect at the confluence of the left and right hepatic ducts (Fig. 1D ). This defect could not be extracted, and digital cholangioscopy was undertaken. Cholangioscopy revealed a polypoid neoplasm in the proximal CHD, which was friable (Fig. 1E ). Several biopsy specimens were obtained but were negative for dysplasia or malignancy (Video 1, available online at www.VideoGIE.org).
After discussion at our multidisciplinary pancreaticobiliary meeting, it was thought that the likelihood of sampling error was high and that the lesion might be harboring, or would later degenerate into, invasive cancer. Recent MRI did not demonstrate local lymph node involvement; thus, EUS was deferred. Because operative morbidity and mortality would be relatively low in the absence of a concomitant liver resection, surgery was recommended. The patient ultimately underwent extrahepatic bile duct resection with Roux-en-Y biliary reconstruction. The final histopathologic diagnosis was focally invasive papillary bile duct carcinoma, staged at pT1MxNx (Fig. 1F) . The patient opted against adjuvant chemotherapy.
